Oral health care issues for patients with special needs by Walsh, Laurence J.
W ith aging of the population inthe Western world, andadvances in medical treatments
for chronic conditions providing extended
duration and quality of life for patients of
all ages, there is an increasing proportion
of patients in the community with long
term health problems or disabilities who
fall under the umbrella classification of
“special needs”. 
Regrettably, the issue of oral health care
for special needs patients has attracted lim-
ited interest or resources from the federal
government until recently, with the burden
of care falling on state-funded public sector
dental clinics and private practices. For
patients with special needs, oral health care
may not be seen as a priority, and the dental
treatment they receive is often “too little,
too late”. Oral health problems associated
with chronic medical conditions or sec-
ondary to medications can be a source of
considerable morbidity. Furthermore, the
general health status of these patients may
be compromised further by their oral prob-
lems. For this reason, a high standard of
preventive dental care is an essential ele-
ment of the overall management of patients
with special needs. 
To establish and maintain oral health in
special needs patients requires the com-
bined efforts of the dental practitioner,
dental hygienist, medical practitioners,
nurses, carers and others involved in
patient care, with the latter groups being
particularly important when patients are
hospitalized or institutionalized for long
periods. Oral health professionals pro-
viding education to patients and their
carers is essential, since oral health prob-
lems may be accentuated by lack of dental
knowledge as well as by lack of profes-
sional oral health care.
Special needs patients can be using
multiple medications, and their health
status can change rapidly. While it is a
medico-legal requirement to keep a dental
patient’s medical history updated, this is
particularly important for special needs
patients. Particular attention should be
paid to changes in medications (including
prescription medicines, over-the counter
products, and alternative health products),
new serious illnesses, complications such
as adverse responses and allergies, and
episodes of hospitalization. Certain condi-
tions may influence the patient’s response
to treatment (for example, anxiety disor-
ders, dental phobia, and schizoid
illnesses), while conditions or medica-
tions which affect the central nervous
system may affect perception, pain thresh-
olds, or the recollection of advice given or
treatments undertaken. Medications may
have side effects with dental relevance
(such as dry mouth, gingival enlargement,
gingival pigmentation, or oral ulcera-
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Figure 1. Rampant caries in an adult
patient in a psychiatric hospital, caused
by xerostomic medicines and lack of 
oral hygiene.
Figure 2. Severe dental erosion in a
patient with a haematological 
malignancy who suffers severe 
nausea from chemotherapy.
Figure 3. Radiation-induced caries fol-
lowing head-and-neck irradiation for
oral cancer.
Figure. 4. Patients who have undergone
head and neck irradiation have almost no
saliva production at rest and thus are at
risk of aggressive forms of dental caries.
Figure 5. Aggressive periodontal bone
loss in the last remaining mandibular
molar in an adult patient with Down’s
syndrome (Trisomy 21).
Figure 6. A mild presentation of gingival
overgrowth in a patient who has recently
received a kidney transplant. The over-
growth is caused by the anti-rejection
medication cyclosporine A. As a prelude
to oral hygiene instruction, the plaque
has been stained with the 2-tone dye in
the GC Plaque Check+pH kit, which
stains the mature pathogenic plaque blue.
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tions), or they may interact with dental local anaesthetics altering
their potency or toxicity.
Many chronic health conditions are directly linked to oral man-
ifestations. Some commonly encountered examples include:
salivary dysfunction (Sjögren’s syndrome; connective tissue
autoimmune diseases such as lupus; hepatitis C; diabetes mel-
litus; head and neck irradiation), dental erosion (reflux);
aggressive periodontitis and impaired wound healing (Down’s
syndrome, diabetes mellitus), oral ulcerations (anti-cancer
chemotherapy), and increased tendencies to bleeding (anti-coag-
ulant therapy, chronic hepatitis, liver cirrhosis). It should be
remembered that a number of conditions affect many aspects of
normal body function and therefore can impact upon oral health
at a range of levels, for example, diabetes mellitus, HIV, and
chronic hepatitis C infection. 
A further consideration for the oral health professional is that
additional measures are needed before dental treatment is com-
menced, to ensure maximum safety and effectiveness. Examples
of alterations that may be needed include anxiety reduction
therapy, changes in chair positioning or back support, antibiotic
prophylaxis, and particular timing for appointments (for
example, diabetic patients in the morning, and pregnant patients
in the second trimester of pregnancy).
For preventive measures to be effective, it is imperative that
contact between oral health professionals and patients with special
needs be made at the earliest timepoint. The introduction of a
Medicare payment for initial examination of ambulant patients
with dental conditions impacting upon their general health pro-
vides a first point of contact with the referring medical
practitioner. Ideally, for patients who are institutionalized, a
screening examination of the oral cavity by a dentist should form
part of the initial assessment of the patient by the health care team. 
It is important to emphasize the oft neglected potential for med-
ical and nursing staff to participate in screening for dental problems.
When provided with adequate instruction and encouragement, these
health care workers can become adept at screening patients for the
presence of gross orodental pathology and making any necessary
referrals for dental care. Protocols for simplified scoring of oral and
dental pathology have been developed and the worth of these has
been proven over many years. Mouth score systems which include
assessments of plaque, gingivitis, salivary function, oral function
and oral pain have a wide applicability in both inpatient and outpa-
tient settings for special needs patients, and their use is
recommended. Routine use of a mouth scoring system can also
increase the awareness of the many relationships between oral and
general health, and improve communication between oral health
professionals, medical and nursing staff, and carers.
An oral care protocol designed to reduce dental complications
in special needs patients should consider the following aspects:
1. Oral hygiene: Are conventional oral hygiene instruments and
techniques appropriate? Regular instruction, assistance and
encouragement may be essential to maintain low levels of dental
plaque. Adaptations to conventional toothbrushes which increase
the length or effective diameter of the handle may need to be con-
sidered, or powered toothbrushes. Cleaning of dentures must be
included as part of oral hygiene. 
2. Chemical plaque control: Since resistance does not develop
to biocides, long term use of anti-plaque agents can be a useful
strategy. Care should be taken to instruct patients in proper
rinsing so as to minimise the volume of rinse swallowed. 
3. Remineralization: Use of fluoride toothpastes of appropriate
strength, neutral sodium fluoride rinses and gels, and CPP-ACP
(Recaldent (tm)) products such as GC Tooth Mousse are the main-
stays of remineralizing therapy in this patient group. The recently
introduced product Tooth Mousse Plus contains 900 ppm fluoride,
a level which is similar to normal adult strength toothpaste.
4. Mouthrinses: Artificial saliva preparations and saliva substi-
tutes (such as Laclede Oral Balance Gel, and GC Dry Mouth gel)
are of value, and should be experimented with in patients with
profound xerostomia. Rinses of sodium bicarbonate can be used
as required to maintain moisture within the oral cavity and to pro-
vide a sustained high oral pH between meals. 
5. Dental review: Regular dental appointments for examination
and treatment are an essential part of the overall management
protocol. Dental procedures during maintenance include oral
hygiene instruction, removal of plaque and calculus, and non-
invasive dental caries management. The latter may include
measures such as the repeated application of fluoride varnish to
incipient lesions, and the application of tooth surface protection
materials such as GC Fuji VII to at risk root surfaces or incipient
root surface lesions. 
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